association with rosacea but it is also seen unrelated to any other pathology in some elderly men.
Mi. Barrie Jones: Conjunctival cicatrization.-The uveitis in this case adds to the diagnostic problem and the shrinkage of the lower fornices is of interest, for whatever the ultimate diagnosis it appears that this is not a case of benign mucosal pemphigoid. We have seen cicatricial bands in the conjunctiva in otherwise straightforward cases of rosacea but it is uncertain whether the present patient's rosacea has caused his scarring. Some patients with the keratoconjunctivitis sicca of Sjogren's syndrome, either with or without manifest rheumatoid disease, develop conjunctival scarring. Sarcoid may also proceed to fibrosis. In some cases it is difficult to decide whether the scarring is a sequel to a keratoconjunctivitis sicca or whether the dry eye is the result of the scarring. This sequence is seen in trachoma and the bullous cutaneous diseases if the lacrimal ductules become obliterated but the pattern of disease as a whole is usually discernible. In other cases mild scarring has been observed with chronic conjunctivitis in the absence of any of these diseases.
Although in some of these diseases the shrinkage advances slowly, many are nonprogressive and it is only benign mucosal pemphigoid which carries such an appalling ocular prognosis. It is important therefore that "ocular pemphigus" be diagnosed only if the non-ocular lesions of this disease are found or if the ocular disease runs its typical course of focal ulceration followed by relentless scarring and shrinkage. In our experience adequate local steroids have prevented further ulcerative lesions but have been unable to prevent shrinkage following previous ulceration.
Dr. Brian Ritssell: I saw in the old notes that it was mentioned that this patient was sensitive to iodides. I Investigations.-Biopsy (Dr. G. Allen): Thinning and simplification of the epidermis with scattered foci of giant cells, histiocytes and a few aggregations of round cells in the dermis. Special stains show no fat-containing cells and unusual collagen degeneration; in view of these findings, this is most probably sarcoidosis.
Comment (Dr. Feiwel).-When I saw this patient recently on account of the skin changes I first thought of necrobiosis lipoidica as she already had one endocrine disorder and necrobiosis often occurs in diabetes. Another possibility clinically was the chronic progressive disciform granulomatosis described by Miescher. However, both Dr. G. Allen and Dr. H. Haber consider sarcoidosis most likely from the histological appearance.
When this patient with exophthalmos first developed lesions on the shins, it was considered that these might be pretibial myxcedema. However, the lesions were not the coarse pig-skin and hairy papular formation found in pretibial myxoedema but shiny, atrophic plaques. Pretibial myxcedema may develop in the course of thyrotoxicosis but in about half the cases it occurs after thyroidectomy and malignant exophthalmos and pretibial myxoedema -may arise together. It is not seen when exophthalmos is moderate and the thyroid is normal. Asboe-Hansen (1958) holds that the effect of excess thyrotrophin (which specifically induces mast cells to produce more hyaluronic acid) will explain both the formation of exophthalmos and pretibial myxedema. Since this case was shown, however, Sir Russell Brain (1959) considered the etiology of "endocrine exophthalmos" fully. He regards the terms thyrotrophic and thyrotoxic exophthalmos as having insufficient clinical and experimental basis. Greene and Farran (1958) were able to reduce thyrotoxicosis and pretibial myxedema in a patient, but not exophthalmos. They gave the metabolically inactive D-thyroxine which presumably inhibited thyrotrophin production by the pituitary.
Dr. E. Waddington: Some of you may remember a patient shown at the Annual Meeting of the British Association of Dermatology in Cardiff last year. He had pretibial myxcedema and exophthalmos and was treated with L-thyroxine and thiouracil with slight improvement. He is now on D-thyroxine and the lesions are very much smaller.
Dr. H. Haber: I think the lesion shows features of sarcoidosis. There are foci of endothelial cells and the collagen shows degenerative changes which may be observed in old lesions. Miescher's granulomatosis disciformis chronica et progressiva appears to be a syndrome and not a clinical entity. It can be necrobiosis lipoidica without diabetes, it can be sarcoid or a foreign body granuloma.
The following cases were also shown: History.-In May 1943 a land mine exploded immediately behind him and showered him with shrapnel and sand. One to two months later he noticed, in addition to the scars left by the injuries, multiple nodules and bluish lesions on the back, legs and arms. These have remained unchanged.
Clinical findings.-Multiple skin-coloured and bluish firm nodules and brownish-purple macular and annular lesions are present on the back and the posterior aspect of the arms and legs. There are a few nodules on the dorsum of the left hand and the fingers. The scars remain unaffected by the reaction.
Systemic examination is negative. There is no evidence of ocular sarcoidosis.
Investigations.-Full blood count and E.S.R. normal. Total serum proteins 6-5 grams/100 ml.
Serum electrophoresis normal. Serum calcium 9-6 mg./100 ml. Blood urea 51 mg./100 ml. Mantoux reaction positive to 1/10,000.
X-rays of chest, hands, arms, legs: "There are numerous foreign bodies in the soft tissues of the left forearm, shoulder, the right arm and both thighs and buttocks. No abnormality is seen in the lung fields. There is a bony defect in the terminal phalanx of the left index finger with loss of trabecul_. This is not typically sarcoid but in the presence of sarcoid elsewhere is presumed to be a local lesion."
Biopsy from left arm: In the upper part of the dermis there are scattered areas of rather poorly defined and confluent non-caseating tubercle follicles which include numerous multinucleate giant cells, some of which contain material which is anisotropic.
Patch tests: 1 % and 5 % sodium silicate in soft paraffin-negative.
Intradermal test: 0 05 cc. of 1/1,000 sodium silicate injected into the left forearm showed no local reaction by the end of six weeks. Comment.-Only those parts of the patient's body actually exposed to the flying shrapnel and sand particles are affected by the sarcoidal reaction. This is probably a foreign body type of reaction to silica developing within two months of injury. Similar cases were shown here by Sweet (1950) and Howell (1953) , but in their patients sarcoid followed the injuries only after a number of years.
Working on the assumption that sarcoidosis might be an allergic reaction pattern, Shelley and his colleagues (1958) have recently carried out intradermal tests with 71 different metallic salts in 35 cases of sarcoidosis and anthracosilicosis. Their results were negative. In our case silica intradermally injected also failed to produce a local reaction.
The only possible evidence of systemic involvement in this patient is a small rarefied area in the terminal phalanx of the left index finger. If this indicates true sarcoidosis, then we must assume that trauma has determined the site of the skin lesions.
